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 N 000 Initial Comments  N 000

Investigation of complaint #TN00056314 and a 

Focused Infection Control Survey were 

conducted on 1/24/22 at NHC Healthcre 

Chattanooga. No deficiencies were cited in 

relation to the compalint or infection control 

survey under Chatper 1200-8-6, Standards for 

Nursing Homes.
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